Objective: This prospective study was designed to 1) determine the prevalence of group B streptococcus (GBS) 
Methods: Lower vaginal/perianal GBS cultures were obtained in the first trimester, at [26] [27] [28] weeks, at 37 weeks, and on admission for delivery. The investigators were blinded to the results of all cultures except those obtained at 37 weeks. The sensitivity, specificity, and positive (PPV) and negative predictive values (NPV) of each group of cultures with respect to culture status at delivery were determined, and the pattern of GBS carriage in our patients was delineated.
Results: Nine hundred seventy-three patients participated in this longitudinal study. The prevalence of GBS carriage was 14 .0% in the first trimester, 13 .9% at 26-28 weeks, 12.4% at 37 weeks, and 12.1% at delivery. GBS carriage was continuous (all 4 cultures positive) in 3.8% and identified on a single culture only in 7.8%. Sensitivity (S1), specificity ( ing GBS prevalence at these times based upon available cultures are summarized in Table 1 . In Table 2 Table 6 for the 26-28 week and labor cultures. Logistic regression analysis revealed that the prediction of positive delivery cultures was improved little, if at all, by using the full graded scale. This result follows from the fact that all positive grades showed similar colonization rates at delivery (Table 7) .
DISCUSSION
Great efforts have been expended by the obstetric and pediatric communities as well as the Centers for Disease Control (CDC) to develop strategies for the prevention of perinatal GBS morbidity and mortality. 11, [16] [17] [18] What role, if any, antenatal GBS cultures should play in such strategies has been controversial due to the lack of clinical trials justifying their benefit. The Marshfield Clinic provides obstetric services for a rural population of central and northern Wisconsin. Our study was designed to provide data on the utility of antenatal GBS cultures in a population such as ours by determining the GBS prevalence, carriage patterns, and predictability of culture status at delivery.
Sample size calculations for planning this study assumed a prevalence of 15%, and would provide adequate statistical power to distinguish culture sensitivities of 80% and 90% (a 10% difference). The observed prevalence was somewhat lower than that used for planning, and the observed sensitivities were much lower, reducing the power actually achieved. However, the actual sample size provided good estimates of prevalence (Table 1) and wc were able to demonstrate a significant dif- 
